Several procedures have been described to treat rectal prolapse [1] . The aims of the surgical treatment are to correct the anatomical abnormality and to cure the accompanying symptoms of incontinence, constipation and pain, with the lowest rate of complications as possible and an acceptable rate of recurrence.
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Two approaches are possible. The perineal approach is associated with a high recurrence rate and, as a result, is only advocated for patients who are not candidates for an abdominal operation [1] . It is nowadays generally accepted that the abdominal procedures carry a lower recurrence rate and improved functional outcome and they are therefore preferred to the perineal procedures [2] . Since its first description by Orr in 1953, rectopexy has evolved through years and has become the procedure of choice in cases of total rectal prolapse and also in cases of other kinds of posterior pelvic floor dysfunction such as internal rectal prolapse and enterocele [3] . The procedure became so popular that 14 articles about it were published in this journal in a period of less than 3 years.
The abdominal techniques described up to now differ as regards approach (open vs. laparoscopic vs. robotic), extent of rectal mobilization (anterior vs. anterior and posterior vs. complete mobilization), addition or omission of a sigmoid resection, excision or not of the pouch of Douglas, methods used for mesh fixation, and type, size, nature and number of meshes used for the pexy.
However, several changes were made in the traditional rectopexy procedure some of which became the gold standard.
First, Cadeddu et al. [4] recently reported in a review that laparoscopic rectopexy is safe and equivalent to the open procedure in terms of technical results, recurrence, incontinence and constipation. Robotic-assisted laparoscopic rectopexy is also safe and feasible, and short-term results are comparable with those of conventional laparoscopic rectopexy. However, Mäkelä-Kaikkonen et al. [5] found no arguments to support the routine use of robotic assistance in rectopexy operations. The laparoscopic approach is currently the gold standard.
Second, rectal mobilization should be limited strictly to the anterior wall of the low rectum, in order not to damage autonomic nerves [3] . Most surgeons now perform the socalled D'Hoore operation, which is a ventral rectopexy and recognized as the gold standard [1] .
Third, comparison between laparoscopic resection rectopexy (removing the sigmoid colon) and laparoscopic rectopexy seems to favor the second procedure: It was demonstrated by Formijne Jonkers et al. [6] last year that both operations were effective and offered significant improvements in functional symptoms, but laparoscopic resection rectopexy had a higher complication rate than laparoscopic rectopexy. Thus, the gold standard seems to be rectopexy without sigmoidectomy.
Fourth, Douglas pouch removal was part of the original procedure and is probably one of the reasons why the recurrence rate is so low (around 3 % in the long term) [1] . The rationale for that is based on the fact that in patients suffering from rectal prolapse, one of the anatomical abnormalities is the deep Douglas pouch. Subsequently, excision of the redundant peritoneal cul-de-sac might well decrease the risk of prolapse recurrence. Plication of the incised peritoneum is similar to this gold standard approach.
Fifth and lastly, the literature fails to provide any data that indicate what the gold standard is for mesh prostheses in rectopexy resorbable or not, shape, number and fixation method. There will probably be a passionate debate about this in the coming years.
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